Integration of behavioural risk assessment into well-child visits is recommended by clinical guidelines, but its feasibility and impact is unknown.
Introduction
Childhood obesity remains a pervasive problem, and in response, obesity prevention guidance has been established for paediatric primary care (1) . Endorsed universal protocols for identification, prevention and treatment of paediatric obesity include body mass index (BMI) screening, risk assessment, preventive counselling and education for parents and children, regardless of weight status (2, 3) . Screening should include growth (e.g. age-specific and sex-specific BMI percentile) and risk assessment of factors including parental weight status, family income, nutrition, physical and sedentary activity, and sleep (3) .
Paediatric primary care providers can play a critical role by improving parental understanding of healthy growth patterns and obesity risk factors (4) . Mothers prefer physicians as the source of feeding, growth and health information, and paediatric providers agree it is their role to discuss these topics (5) (6) (7) . Primary prevention strategies to minimize risk may be more effective and efficient than treating obesity after it occurs. Because most children attend well-child visits (WCVs) and paediatric providers are trusted healthcare professionals (4), the paediatric clinical setting provides a promising, broad-scale opportunity to conduct primary obesity prevention. To capitalize on this opportunity, it is important to develop and test tools that can be integrated into the providers' practice and workflow (8) .
The family nutrition and physical activity (FNPA) risk assessment tool could serve as a standardized tool to meet these clinical guidelines as it assesses parenting practices, child behaviours and home environmental characteristics that predispose children to becoming obese (9) . In school-aged children, the tool demonstrates utility in longitudinal analyses to predict a child's risk for obesity (10, 11) , and the summary risk score has been related to adiposity measures, severity of obesity, cardiovascular disease risk and glucose intolerance (12) (13) (14) . Furthermore, the FNPA has been shown to enable paediatric providers to quickly assess risk and provide behaviourally anchored counselling during WCVs (15) .
The present study examined the feasibility of collecting FNPA assessments under real-world conditions and the effectiveness of integrating the assessment during WCV on child BMI over a 1-year period. Given that exposure to FNPA has been associated with parent intent to reduce risk behaviours associated with childhood obesity (16) , the hypothesis was that children whose parents completed the FNPA at baseline would have lower BMI at follow-up when compared with children whose parents did not complete FNPA, regardless of whether this was due to failure or lack of opportunity to respond. Results are reported by child baseline weight category to evaluate the effectiveness of the intervention on primary and secondary prevention. Additionally, we report associations between FNPA risk assessment score and obesity risk to validate FNPA in a new population, preschoolaged children (9, 11) . Likewise, results for preschool-aged and school-aged children are reported separately given that FNPA was originally designed for school-aged children.
Methods

Experimental design
A quasi-experimental study design was used to evaluate the effectiveness of the multilevel intervention that consisted of (a) health system programming that fired the FNPA risk assessment at scheduled WCVs, captured parent-reported data and integrated those data into the child's electronic health record (EHR) as clinical decision support; (b) parent completion of the risk assessment; and (c) provider use of the child's EHR to observe the risk assessment data and deliver preventive counselling. The feasibility of collecting FNPA data at WCV was evaluated as the frequency of parents being offered and completing the assessment in association with a scheduled WCV. Change in BMI z-score at 1-year follow-up was the primary outcome.
Participants
Intervention group participants included children who had a baseline WCV at an intervention clinic between 1 November 2013 and 31 October 2014 with weight and height data (BMI screening) and a completed FNPA assessment and a second (1-year follow-up) WCV with height and weight data within 10-18 months of baseline. The non-respondent group participants were children from the same clinics as intervention participants and FNPA assessments were offered but not completed at baseline. Non-exposed group participants included children who completed a baseline WCV at a nonintervention clinic with weight and height data between 1 November 2013 and 31 October 2014 and had followup WCVs within the described timeline earlier. Participants were aged 2-9 years at baseline. Child sex, date of birth, height, weight, FNPA completion status, demographic information and clinical diagnoses were extracted from the EHR. Children diagnosed with type 1 diabetes or cancer were excluded.
The participants were derived from paediatric clinics at Geisinger, a large, integrated health system in Pennsylvania. The health system made the FNPA risk assessment available as standard of care during WCVs in conveniently selected intervention clinics, and all providers in those clinics had been trained to use the FNPA. Intervention and non-respondent participants were derived from 14 clinics, and all providers were employed by Geisinger. Non-exposed participants were derived from six clinics where FNPA was not available nor were providers trained on the intervention. The intervention group was compared with both control groups separately.
Risk assessment intervention
The intervention was designed to promote assessment of behavioural and environmental risk factors for obesity and to help parents and providers engage in discussion about healthy lifestyles. The intervention was initiated with an automated email generated 10 days prior to a scheduled WCV via the patient portal (at home). The email included a link to the FNPA risk assessment. As shown in Table 1 , the 20-item tool includes 10 constructs predictive of childhood obesity (9) (10) (11) .
Parents completed the FNPA risk assessment in the patient portal or waiting room (via iPad, kiosk) and received immediate feedback that displayed their response, the recommended practice and a behaviourally anchored strategy to consider adopting. At home, parents could print results; in the clinic, this was incorporated into the printed summary report provided after the visit. The risk assessment took less than 2 min to complete, a process acceptable to both parents and providers (15) . Front desk support staff and rooming nurses at intervention clinics were trained to encourage parent completion of the risk assessment before the patient was roomed for examination.
The health system's programming enabled automated FNPA risk assessment data collection; integration of these data with BMI screening data into the EHR in real-time; and display as clinical decision support. This support included responses for each FNPA item, the summary score, talking points for promoting health and reducing risk, and printable educational materials. Providers were trained to use motivational interviewing and goal setting to counsel parents on the FNPA topics and provide tailored feedback with educational materials. Educational materials (English and Spanish) were mapped to FNPA topics and developed by the Academy of Nutrition and Dietetics Foundation Kids Eat Right Program (17).
Anthropometric measures
All clinics were trained on anthropometric methods for height and weight measurement and used standardized, calibrated scales (Healthometer 599KL) and stadiometers (SECA 264) to screen BMI with EHR documentation. As a standard procedure at WCVs, height was measured to the nearest 0.1 cm and weight to the nearest 0.1 kg. Sex-specific BMI-for-age percentiles were calculated in EHR to identify the children by weight status: underweight (≤5th percentile), normal weight (>5th and <85th), overweight (≥85th and <95th), obese (≥95th and <99th) and severely obese (≥99th).
Statistical analysis
All analyses were performed using a SAS (version 9.4) statistical software (SAS Institute, Inc., Cary, NC). Differences in the baseline demographic characteristics between the intervention, non-respondent and nonexposed groups were assessed. Categorical variables (e.g. race) were compared using chi-squared test, and continuous variables (e.g. age and BMI z-score) were tested for normality. If variables were normally distributed, Obesity Science & Practice then t-tests were used. Mann-Whitney U-tests were used to test for nonparametric differences in distribution.
Outcomes of interest were frequency of FNPA risk assessment completion by opportunity, odds of obesity by FNPA risk score tertile and changes in BMI z-score from baseline to 1-year follow-up WCV. An analysis of variance was used to determine the association between weight status category and mean baseline FNPA risk score. Logistic regression was used to calculate the odds of obesity by baseline FNPA risk score tertile to evaluate validity of the tool. Differences in BMI z-score at baseline and 1 year were compared between groups using twosample t-tests. Generalized linear regression models were used to test for differences in change in BMI z-score between groups. Post hoc analyses used multilevel models to examine and account for clustering within clinic site and care provider. For these models, the intraclass correlation coefficient was calculated to evaluate the amount of variation explained by site and provider clusters. This analysis included the introduction of clinic-level characteristics (clinic-level tertiles for the number of WCVs per year, per cent of WCV with completed FNPA, number of providers and number of WCV per provider) and provider characteristic (tertile for number of WCVs per year) to test for site-level and provider-level effects and effect modification with the intervention. Data are reported as means ± standard deviations, and results were considered significant at P < 0.05.
Results
Participant characteristics
As shown in Table 2a , 2,724 intervention, 3,324 nonrespondent and 4,599 non-exposed children were evaluated. Children were primarily non-Hispanic White and male, 27.2% received medical assistance (a proxy for low-income status) and 12.9% of children were obese, which is lower than national estimates (1). Demographics were similar for the two age groups of 2-5 years (Table 2b ) and 6-9 years (Table 2c) at baseline. As shown, a total of 6,496 children were aged 2-5 (1,617 intervention, 2,133 non-respondent and 2,746 non-exposed), and 4,151 were aged 6-9 (1,107 intervention, 1,191 non-respondent and 1,853 non-exposed). At baseline, on average, the intervention children significantly differed from the non-respondent and the non-exposed children in age, BMI z-score and weight category (all P's ≤ 0.05). Intervention and non-exposed children also significantly differed in medical assistance and race/ethnicity (all P's ≤ 0.05). Among children aged 2-5, intervention children significantly differed from non-respondent and nonexposed children in age, BMI z-score and weight category (all P's ≤ 0.05). Additionally, children aged 2-5 in the intervention and non-exposed groups significantly differed by sex, medical assistance and race/ethnicity. In contrast, among children aged 6-9, the intervention and Table 2a Characteristics of 2-to 9-year-old children at baseline in the FNPA risk assessment intervention group and comparison non-respondent and non-exposed groups Intervention (N = 2,724) Non-respondent (N = 3,324) Non-exposed (N = 4,599) non-respondent groups significantly differed in age (P ≤ 0.01), and the intervention and non-exposed group differed in medical assistance and race/ethnicity (all P's ≤ 0.0001).
Feasibility
At baseline, parent response rate to FNPA risk assessment was 45% overall, 43% among parents of children Comparing intervention group versus non-exposed group. Comparing intervention group versus non-exposed group.
aged 2-5 and 48% among parents of children aged 6-9. Data were collected in the clinic waiting room for 85% of the patients, whereas 15% completed the risk assessment in the patient portal.
Validation of risk score
The association between FNPA risk assessment summary scores and weight category at baseline was evaluated to validate the risk score. As shown in Table 3 , the summary scores for intervention children significantly differed by weight category for children aged 2-9 and in both age groups (all P's ≤ 0.01). The summary scores were grouped into tertiles by age and evaluated for odds of overweight or obesity at baseline (9, 11) . In the present study, on average, the lowest tertile of summary scores was associated with greater odds ratio of being overweight ( 
Baseline to 1-year follow-up
For children aged 2-9 (reported in parentheses) and aged 2-5 (reported in brackets), the observed effects followed the same pattern. The change in BMI z-score from baseline to 1 year differed significantly by À0.05 (CI: À0.08, À0.02; P = 0.0013) [À0.09, CI: À0.13, À0.04; P = 0.0002] between the intervention and non-respondent children, but no difference was observed between the intervention and non-exposed children as shown in For children aged 6-9, there were no significant differences in BMI z-score change at 1-year follow-up between intervention and non-respondent or non-exposed comparison groups (Table 4c ). The BMI z-score outcomes are reported from unadjusted models. In sensitivity analysis, adjusted models were evaluated (adjusting for baseline BMI z-score, medical assistance, race and ethnicity) and found to be consistent with the reported unadjusted results (data not shown).
Post hoc clustering analyses
In multilevel modelling (data not shown), the percent of variation explained by clinic site and provider was <1% in the overall model, suggesting that clinic and provider characteristics accounted for a minimal amount of change in BMI z-score (similar results were observed when stratifying within intervention, non-respondent and non-exposed participants). To confirm this assumption, multilevel models that account for clinic and provider clustering, clinic characteristics and a provider characteristic resulted in parameter estimates of a similar magnitude and significance level to those derived from simple analyses. Table 3 Association between baseline total FNPA risk assessment score with baseline weight status in the intervention group age 2-9 years (N = 2,724) and by age group 2-5 years (N = 1,617) and 6-9 years (N = 1,107) 
Discussion
This is the first study to demonstrate the feasibility and clinical effectiveness of implementing an automated risk assessment during WCV for paediatric preventive care. Lower FNPA summary scores were associated with greater odds for overweight, obesity and severe obesity among school-aged children, consistent with prior research, as well as among preschool-aged children, a population previously uninvestigated (9, 11) . On average, children whose parent completed of the FNPA risk assessment, and thus had exposure to the intervention, experienced smaller increases in BMI z-score compared with non-respondent children. Results were similar for children with a normal weight at baseline and those aged 2-5 but not for children aged 6-9. However, children (aged 2-9 and 2-5) with overweight at baseline had a larger increase in BMI z-score compared with the non-exposed group. These results suggest that exposure to the risk assessment may promote healthier growth patterns for children aged 2-9 and 2-5, specifically for children with normal weight at baseline. It is not clear why children with overweight exposed to the intervention had unhealthier growth patterns and why significant effects were not observed among children aged 6-9. Results could be due to the intervention Table 4a BMI z-scores at baseline, 1-year follow-up and changes from baseline to 1-year follow-up compared between the intervention and non-respondent or non-exposed groups for subjects aged 2-9 years and by baseline weight category emphasizing behavioural and environmental factors within the family and at home, a setting where preschool-aged children spend more time as compared with school-aged children (18) . Poor nutrition, inadequate physical activity, excessive screen time and sedentary activity, and poor sleep habits are risk factors for childhood obesity; however, clinicians need a reliable mechanism to assess risk, assurance that the score is evidence based, and skills for translating the risk score into preventive counselling. This study demonstrates feasibility and sustainability of this approach. In the present health system, FNPA risk assessment completion rates, 5 years after introduction, exceed 50% confirming the sustainability of automated mechanism to prompt data collection, but additional efforts are needed to improve completion rates. In comparison with paper-version or interview-administered tools that require human resources, automation is feasible, sustainable and aided with multiple collection opportunities (e.g. parent portal and clinic staff encouragement) (19) . Implementing an automated mechanism to collect and integrate risk assessment data for use in routine WCV into providers' workflow is feasible, but clinician utilization of the risk score and counselling practices should be continuously evaluated.
The FNPA risk assessment is a valid tool to identify risk factors associated with overweight and obesity among school-aged and preschool-aged children. The results Table 4b BMI z-scores at baseline, 1-year follow-up and changes from baseline to 1-year follow-up compared between the intervention and non-respondent or non-exposed groups for subjects aged 2-5 years and by baseline weight category with children aged 6-9 align with previous research demonstrating that the FNPA summary score is associated with odds of overweight, obesity and severe obesity (9, 11, 14) . Prevention prior to age 5 years is essential as obesity tends to persist once established (20, 21) ; however, no risk assessments were identified for children as young as age 2 years when the study was designed. Recently, the Healthy Kids obesity risk assessment has shown face, content, convergent and predictive validity in preschool-aged children with lower household income (22) . Both FNPA and Healthy Kids risk assessments offer potential value to clinicians to involve parents in selfassessing risk using validated tools. This study did not evaluate parent experience or behaviour change following FNPA risk assessment; however, promising results have been observed in earlier studies (15, 16) . Enhancing BMI screening with FNPA risk assessment at routine WCVs was beneficial for children aged 2-9 and 2-5 overall, specifically those with normal weight at baseline, compared with children whose parents did not complete FNPA at baseline. Change in BMI z-score between baseline and 1-year follow-up favoured the intervention indicating healthier growth patterns. The overall difference in favour of the intervention group was in the same direction and equivalent to the effect of schoolbased preventive interventions using more intense Table 4c BMI z-scores at baseline, 1-year follow-up and changes from baseline to 1-year follow-up compared between the intervention and non-respondent or non-exposed groups for subjects aged 6-9 years and by baseline weight category approaches and rigorous study designs (23) . This study addresses the lack of preventive interventions in primary care with promising results (23) . Albeit, these findings may be confounded by survey response bias. Because of lack of randomization, we cannot rule out that parents of children who completed the FNPA assessment were more motivated to address obesity risk factors than those who failed to respond. Overall, no significant differences were observed when comparing the intervention and non-exposed groups. However, change in BMI z-score among children with overweight favoured the non-exposed group rather than the intervention group. Preventive counselling related to healthy eating and physical activity could have occurred in non-intervention clinics to benefit the non-exposed group but was unlikely (24-26). Alternatively, providerlevel factors such as years of practice or duration of the relationship with the family may offer insight for future research.
Inconsistent findings between the intervention and comparison groups may be attributed to differences in socio-economic status or race and ethnicity as prior research indicates strong influences from these social determinants on BMI (27) . Regardless, comparisons between the intervention versus non-respondent groups are more ecologically valid as these individuals were offered the same opportunity and received care from the same providers in the same clinics. Importantly, these comparisons underscore the value of the automated risk assessment and clinical decision support tools over provider training alone (28, 29) . Without access to the risk assessment data, summary score, talking points and educational materials, provider training offered no observed protective benefit on BMI.
The null findings observed among children aged 6-9 reinforce the guidance from the US Preventive Services Task Force (3) . In this older group, BMI screening plus risk assessment should inform preventive counselling and the provision of or referral to proven, evidence-based interventions. One occurrence of a WCV with BMI screening, risk assessment and preventive counselling may not be enough to prevent or reduce obesity. Future studies should utilize longitudinal designs to evaluate whether regular, sequential WCVs with BMI screening and risk assessment are associated with prevention and remission of obesity, consistent with natural observations (30) .
Strengths of the study include the large sample size and the quasi-experimental design that compared outcomes under ecologically sound, naturalized conditions. The gains in external validity in this case outweigh the loss of internal validity associated with the lack of a truly experimental design. However, these findings should be considered in context of observed limitations. Implementation feasibility was evaluated by one factor, but clinic staff, patient experience, provider acceptance and years of practice should be evaluated. The relationship between FNPA risk score and baseline weight did not control for parent BMI, a covariate that influenced this relationship in prior studies (9, 11) . Significant differences between the groups on nearly all characteristics and inconsistent results between the intervention and comparison groups could be explained by lack of random assignment at the clinic or individual level and uncollected variables.
Conclusion
The present study is the first to demonstrate the feasibility of an automated and validated risk assessment in routine paediatric well-child care for preschool-aged and schoolaged children. Integrating routine BMI screening with parental assessment of family practices, child behaviours and home environmental risk factors as clinical decision support in the child's EHR resulted in favourable weight outcomes, particularly among preschool-aged children, when compared with children who received care in the same clinics but who did not have a completed risk assessment. This approach is feasible, useful and sustainable and can be applied to improve childhood obesity prevention efforts in clinical settings.
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